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doi:10.1016/j.ijid.2007.03.009ure 1 Axial FLAIR image through the posterior fossa demon-
tes high signal changes in the left cerebellar hemisphereA case of neurosyphilis involving the cerebel-
lum on magnetic resonance imaging (MRI) with
resolution of the abnormality after treatment
We report herein the case of a 77-year-old male with a history
of coronary artery disease, hypertension and hyperlipidemia,
who was transferred to our institution from an outside hos-
pital where he had been admitted several days previously
with a left occipital headache and intermittent fever. His
headache was dull in nature, graded 5/10, and associated
with intermittent fever of about two-months duration. He
also complained of night sweats of one and a half months
duration but denied nausea, vomiting or vertigo. His exam-
ination was unremarkable including no ataxia. Magnetic
resonance imaging (MRI) revealed a large area of signal
abnormality in the left cerebellar hemisphere on the T2
and FLAIR (fluid-attenuated inversion recovery) (Figure 1)
sequences, with thick, nodular meningeal enhancement in
the posterior fossa bilaterally (Figure 2), but more on the left
side. Additionally there was an area of localized restricted
diffusion in the cerebellar hemisphere on the left (Figure 3),
indicating cytotoxic injury. A diagnosis of meningoencepha-
litis was entertained. As part of fever work-up, he had a
serum syphilis test (RPR, rapid plasma reagin), which was
reactive at a dilution of 1:8; a syphilis confirmatory test —
TPPA (Treponema pallidum particle agglutination was posi-
tive as well. When the patient was further questioned in
private about his past history of syphilis, he mentioned that
he had had syphilis in the 1940s and had been treated with
penicillin (dose unknown) and bismuth as well as ‘other
treatments’ for a few months. Because of the suspicion of
neurosyphilis, he underwent a lumbar puncture. The cere-brospinal fluid (CSF) was clear and colorless; the white blood
cell count (WBC) was 22  106/l with 82% lymphocytes, 1%
polymorphonuclear lymphocytes (PMNs), and 17% monocytes.
The red blood cell count (RBC) was 21  106/l, CSF glucose
55 mg/dl, and protein 59 mg/dl. The CSF VDRL (venereal
disease research laboratory test) was non-reactive on Augustgestive of edema. There is very little if any mass effect.
should be included in the differential diagnosis of cerebellar
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Figure 3 Axial diffusion-weighted image shows localized
restricted diffusion in the left cerebellar hemisphere. This
was also confirmed on the apparent diffusion coefficient (ADC)
maps.
Figure 4 Axial FLAIR sequence after 6 months of treatment, at
a similar level as in Figure 1, shows significant interval reduction
in size of the signal abnormality.20, 2005. He was treated with two weeks of intravenous
aqueous penicillin G followed by weekly intramuscular injec-
tions of benzathine penicillin for three weeks. He was seen at
follow-up in November 2005 and his RPR at that time was
reactive but in 1:2 dilution. Clinically, he continued to do well
with resolution of his headaches. A brain MRI repeated 6
months later showeda significantdecreaseof theparenchymal
signal abnormality (Figure 4) and themeningeal enhancement
(Figure 5) and resolution of the previously seen diffusion
abnormality (Figure 6). The patient was offered an HIV test
but he declined. Careful history taking revealed that the
patient had been married for more than 50 years and that
he had been monogamous all his married life.
Reported MRI findings in patients with neurosyphilis
include atrophy, mesial temporal lesions, gumma, and
hemorrhage or infarction due to endarteritis obliterans.1,2
Any CSF abnormality in the appropriate clinical setting
and without an alternative explanation strongly suggests
active neurosyphilis. This can be confirmed with positive
TPHA (Treponema pallidum hemagglutination assay)/MHA-
TP tests and/or FTA-abs (fluorescent treponemal antibody
absorption) test of the CSF and increased numbers of mono-
nuclear cells in the CSF (>10  106/l) plus an IgG index
>0.70 and/or IgM index >0.10 (in CSF), or a positive CSF
VDRL test.
Meningovascular syphilis is now the most frequently found
central nervous system lesion.1,3 Most of the literature
describes neurosyphilis affecting the cerebrum, and there
is one report of cerebellar infarction with neurosyphilis.3
Russouw et al. performed an MRI on 20 newly-diagnosed
patients with neurosyphilis and 20 healthy volunteers. MRI
abnormalities occurred in 13 neurosyphilis patients. These
Figure 2 Coronal post contrast T1-weighted image shows thick
meningeal enhancement in the posterior fossa, especially on the
left side surrounding the area of abnormal signal, and restricted
diffusion in the left hemisphere.included foci of increased signal intensity of T2-weighted
images and generalized cerebral atrophy.4
MRI of neurosyphilis in HIV infected patients has been
characterized by patchy areas of enhancement in the basal
ganglia or middle cerebral artery territories; in one case, a
syphilitic gumma mimicked a meningioma.5 To our knowl-
edge, this is one of only two cases of neurosyphilis in which
brain MRI has documented cerebellar lesions that later
resolved with therapy.6 We conclude that neurosyphilis
lesions on MRI, and that abnormalities may resolve with
appropriate therapy.
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Figure 6 Axial diffusion-weighted image at 6-month follow-up
shows resolution of the previously seen restricted diffusion.
Figure5 Post contrast coronal T1-weighted image shows almost
complete interval resolution of the meningeal enhancement.Conflict of interest: No conflict of interest to declare.
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